"

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH N

DEPARTMENT OF PUBLIC HEALTH AND‘WILFR: a [ 15;2__ STATE FILE NUMBER
. . |? 3 . . ] o . = v}
DO NOT WRITE AMENDED geg,!,,,,;on District No. PN b__ Primary Rogistration District No, I__M_3¥ Thew __Registrar’'s No. .. ol |

ON THIS STUB

| ¥ |
2. ,USUAL RESIDENCE (Where deceased lived. inatitution: Residence before

a. STATE Mo, = & coumrs “roan admisslon}
L] i

b. CITY [If sunitdetorporste limits, give TOWNSHIP only) Length of stay in 1b ¢ CITY Inside Limits

Town Trensoallesn |5 urs o enhoillen Yor [, No OO

c. FULL NAME OF {If NOL.{a hospital, give location) Inside Limita d. STREET (If cutside, give tocation) Reside on Farm
HOSPITAL OR ADDRESS

wstiotion WA qhupsony 10, Yerf] No[ Hiaqhwon b, Yes O Nofgf
3. NAME OF DECEASED Firat Middie Tast 4. DATE Manth Bay Year

{Type or print) . N OF
Jocob Colwin _ bilaon ok areh |9, 1965
5. SEX 6. COLOR OR RACE 7. Married [J Mover Matried [] [8. DATE OF BIRTH | 9 AGE {last birthday) | IF UNDER | YEAR IF UNDER 24 HR

GGM. Widowed ) Divorced O “"‘G!'b. i 2" (g Sq Months | Days | Hours | Min,

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 1). BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY

durjag most of working life, even if retir [
Fonmerx " " Loclede Co,, Mo, | W.S.G,

13s. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME Id’ NAME OF HUSBAND OR WIFE

iMtaon _ Louina li-e,dn,wk Namenr waloon

15. WAS DECEASED EVER IN U.S. ARMED FORCES? . INFORMANT Address

[Ychx, ot unknown)[ {If yas, give war or dstes of serviq o F ! ! 7 W . : ]_[.p ' . ! E ' m

18. CAUSE OF DEATH (Enter only one causs per line koo yoruwa—yors TERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

V¥$§ 300
Rev, 4/59

‘| DATE AMENDED

IMMEDIATE CAUSE () ﬁ/‘f J%/;%OL-LC{LWLMGL 72,

DOCUMENT

Conditions, if any, CUE 10 (b)
which gave rise to
above causa (2],
stating the under-
lylng cavio last. DUE TO (c)

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TQO DEATH but not related to the terminal PART 1L I:‘ deceasod was  female was

disease conditign given in PART. L {8) - Y . there & pregnancy in last 90 days.
ASH(D @ ddQ&“*ﬁ @ L%(%ML&P :L‘é’ar‘tﬁ’%}&. II:]\’cl I 0O No I {1 Unknown

19. WAS AUTOPSY | 20a. ACCIDENT SUICIDE  HOMICIDE 20b! DESCRIBE HOW INJURY OCCURRED, (Enite natura of injury in PART | or PART H of item 18.}
PERFORMED? 0 a 0 -
YES 1 NOEY
20c. TIME OF Hou Month, Day, Year
INJURY a.m,
P,

20d. INJURY OCCURRED 20s. PLACE OF INJURY (e.g., in or about home, | 204, CITY, TOWN, OR LOCATION = COUNTY STATE
WHILE AT WORK farm, factory, streat, office bidg., atc) *

NOT WHILE AT W%!RK O e
7?&4/ o L3/ F - G f ot tost sow T ativn on___oFe L8~ S

Death occurred st ___/ /4—- m*on tha da'le uoted above, and 10 the best of my knowledge, from the causes stated.

2%s. SIGNATURE egfes or titlef 22b. ‘AD 55 —~ 22¢. DATE SIGNED
/\ Mw« WD | B paiilen , Mo, |

23a. BURIAL, CREMATL z b. DATE 23¢. NAME OF CEMETERY QR CREMATORY 23d. LOCATION {City, town, or county} (State)

ﬁiwl (Specify) 3.-,—) I -(05 e, W(LWO G‘?ﬂﬂf/tm U’B%M‘L‘L@b. mo__._

74. FUNERAL DIRECTOR = ~ ADDRESS 25. DATE RECD. BY LOCAL REG. | 26, AREGISTRAR'S SIGNATURE

HM%’?%WQQ Yome Veronillen Mo, J-Ao —

{Licersed Embalmer’s Statement on Reverse Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. | sttended the deceased from

USE BLACK INK

TYPEWRITER RIBBON
"SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




-

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

] —
h

Student.

Signature of Student Embalmer

Licensed Embalmer No. /}({l— (

P. O. Address@%ﬁm :

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

1f this body is not embalmed, fact should be so stated above.

H




